ml. Protein electrophoresis showed an increase of alpha-2 globulin with a decrease of gammaglobulin. Urine: massive proteinuria, mostly albumin.
The patient was treated with antibiotics and prednisolone and responded well. He had been admitted to another hospital at the age of 2 years with typical features of nephrotic syndrome, which was confirmed by the appropriate investigations. He had received a course of prednisolone which was finally discontinued one year later. He had been in remission up to his present episode. Detailed inquiry showed that before his first admission to hospital he had been immunized against measles. Five days afterwards he became feverish and developed conjunctivitis, which did not respond to topical antibiotics, and three days later his mother noted generalized oedema and swelling of his eyes. During the first year of life he had had recurrent attacks of wheezy bronchitis for which he required bronchodilators. There was family history of bronchial asthma but not of other allergies.
These two children are atopic subjects who should not have had m'asles vaccination. Nevertheless, it is surprising that the nephrotic syndrome has not been reported previously. Possibly accurate medical histories were not obtained. If these observations can be substantiated by others, and since the nephrotic syndrome is not known to occur after natural measles, it would suggest that other factors in the vaccine are involved which might offer a useful line of research into the elucidation of the basic nature of this disorder.
Since these observations were made a third case similar to the above has been seen. Exposure to kubella in Pregnancy SIR,-Sometimes a pregnant woman is exposed to infection from rubella in her own child. Maternal concern is such that blood is often taken within 14 days of the earliest possible date of infection-that is, within too short a time for antibodies to appear as a result of infection from the child.' Should antibodies be found it is rightly concluded that there had been no risk from the child, since immunity had already been established. But there are two other possibilities: (1) the mother may have had a subclinical infection and passed on the virus to her child, who then developed the full clinical picture; (2) mother and child may have been infected from the same source. There is all the more reason to think of these possibilities when the child is so young that probably it has met with others only when with its mother.
An 18-month-old girl was seen with what was considered to be typical rubella. Her mother, aged 22, was 18 weeks' pregrnnt. She gave a precise history of having herself suffered twice from rubella as a child. Notwithstanding, on the second day of the child's rash the doctor took blood from the mother. This was found to have antibodies at the upper limit of the routine test used in the laboratory. The serum was therefore retested, using a higher range of dilutions. The titre which emerged was, in the light of the experience of the laboratory, thought to be suggestive of fairly recent infection. At no time did the mother have a rash, fever, adenitis, or arthralgia. A second blood sample was tested in parallel with the first after 10 days. The two showed the same somewhat high level of haemagglutination inhibiting antibodies.2 (There was a two-fold reduction in the titre of the first serum after treatment with 2-mercaptoethanol for the removal of IgM antibodies.3) In the absence of any rise in titre a complement fixation test was done. The result was a two-fold rise in titre-not in itself diagnostic, but the actual level of complement fixing antibodies was relatively high (1/64 and 1/128). These results were interpreted to mean that the patient had "recently been infected with the rubella virus." The pregnancy was terminated. Rub,lla virus was grown from the lung, kidney, and plac-'nta of the products of conception.
When a pregnant woman With the primary lesser curve ulcer (type I), for those who suggest that the main problem is increased antral gastrin release following gastric stasis the two logical alternatives are a Billroth I antrectomy or an adequate simple drainage operation, but the latter has not proved effective. We would suggest that a proximal gastric vagotomy without drainage does not follow logically from the hypothesis of gastric stasis in patients without associated duodenal or pyloric disease. For those who think that reflux is the primary problem the logical operation is a Roux-en-Y reconstruction (with vagotomy to protect the jejunum). The alternatives are: (a) an operation that allows little reflux, and this is probably provided by a Billroth I antrectomy with a small stoma; or (b) an operation that allows rapid emptying once reflux has occurred, which may be provided by a wide pyloroplasty, but this also gives rise to increased reflux.
If we look at the operations themselves, we find that the great success of the Billroth I3 operation would support both hypotheses, perhaps favouring the antral gastrin release theory in particular. The moderate success of vagotomy and pyloroplasty3 also adds some support to both hypotheses, perhaps by overcoming stasis and allowing quick drainage of refluxed duodenal juice, but it is not certain how the vagotomy helps if the night and stimulated gastric acid secretions are already very low. Proximal gastric vagotomy without drainage is logical only if it is thought that a small duodenal or pyloric lesion will heal without scarring and pyloric function and gastric emptying will return to normal.
It is too early in our understanding to be over-dogmatic about one or other aetiological theory or method of treatmnent, but we should try to make our surgical practice consistent with our theories of the pathophysiology of gastric ulcer and then continually adjust our hypotheses on 3 Duthie, H. L., Gut, 1970, 11, 540. Hypotension and Methylmethacrylate Cement Sm,-We have read with great interest the various communications on this subject which have appeared during the past 12 months.1-7 It would seem that there is still continuing concern regarding the use of acrylic cement in the fixation of prostheses in major hip arthroplasty. Having been responsible during the past 10 years for either the personal administration or supervision of anaesthesia for more than 7,000 hip arthroplasties performed at this centre in which acrylic cement has been used, we feel it may be of some value to present certain of our findings based on this experience.
(1) A fall in blood pressure does not invariably follow the introduction of acrylic cement into either the newly reamed acetabulum or femoral shaft, although it is a common occurrence (80% of cases approximately).
(2) When a fall in blood pressure occurs following insertion of cement into the reamed acetabulum it is small and transient, rarely exceeding 15 mm Hg.
(3) Following insertion of cement into the reamed femoral shaft the fall in blood pressure is usually greater, but rarely exceeds 30 mm Hg. The time taken for a maximum fall to occur is usually 30-60 seconds and there then follows a rapid return to normal, which seldom takes more than a further 90 seconds. We have not noticed the late rise in pressure recorded by Cadle et al. 5 (4) In no instance at this centre has cardiac arrest occurred following the use of acrylic cement, nor have falls in blood pressure given regular cause for concern. Neither are we aware of any patient who has sustained untoward sequelae as a result of the use of the cement. Many of our patients are elderly and frail, and hypertension and coronary artery disease are only too common. Such patients, we agree, compensate poorly following sudden and severe hypotensive episodes, but-in our experience the use of acrylic cement does not produce the changes in pulse rate and hypotension which were shown to follow the intravenous injection of monomer into dogs by Peebles et al.2 This is probably not surprising, as the absorption of monomer into the circulation from reamed bone must be considerably slower and blood levels thus proportionately lower.
Continuous electrocardiographic tracings carried out on a large number of our patients have never shown any change in character following the use of acrylic cement.
(5) There seems to be conclusive evidence2 4 that hypotension following the use of acrylic cement is in fact due to the absorption of free monomer into the circulation, and it is interesting to note in this connexion that in our experience no fall in blood pressure follows the use of cement in a knee arthroplasty performed under a tourniquet, a fact already noted by Cole et al.7 From our observations we are convinced that a careful surgical appraisal of the degree of plasticity of the cement prior to its insertion, preceded by a careful technique of preparation, are the important factors which really reduce subsequent hypotension to a minimum. Any departure from this established technique6 which entails insertion of cement in a more fluid state, particularly into the femoral shaft, will undoubtedly cause a greater fall in blood pressure.
(6) It is not our experience that hypotension following the use of acrylic cement is in any way modified by the choice of a particular type of anaesthetic technique. Over the past 10 years anaesthesia for hip arthroplasty here has embraced all types and combinations of anaesthetic agent, including neuroleptanalgesia, extradural analgesia, and induced hypotensive techniques. Halothane is currently used in combination with other agents in approximately 70% of cases. Nor does the type of operation carried out appear to be significant. A patient undergoing a single uncomplicated hip arthroplasty does not differ in his response to cement from the patient undergoing a bilateral arthroplasty taking up to 31 hours with a proportionately higher blood loss.
Technically difficult conversion arthroplasties, in which there may be extensive reaming of the femoral shaft and relativelv higher blood loss, have shown surprisingly little difference in response to cement, thouih theoretically a greater fall in pressure should be expected in them.
Although we would agree that there is no place for complacency' we have not
